There were no postoperative complications. The patient received radiotherapy (RT) + hormonotherapy (HT) according to the multidisciplinary meeting decision.
The re-evaluation of all these findings; initially noticing a palpable breast lesion, which expanded into a lesion with skin ulceration and immunohistochemical CK5/6 positivity excluded skin squamous carcinoma, and led to a diagnosis of metaplastic breast cancer (with squamous component). An informed consent was obtained and the patient was notified of the case report.
Discussion and Conclusions
Metaplastic Breast Cancer was re-classified by the WHO in 2012. It is usually detected in the 5 th decades. Due to their propensity for rapidgrowth, they are generally large on admission (tumor diameter 1-20 cm). A tumor size less than 4 cm is accepted as a good prognostic factor (4). Several cases originating from fibroadenoma or phyllodes cystosarcoma have been reported (5) . Axillary lymph node metastasis is rare in this entity, 25-30%. Lymph node involvement is less than that of adenocarcinoma (6, 7). The risk of distant metastases is higher than that in adenocarcinoma. The lungs and bones are the most common sites for distant metastases.
Although there are no specific findings on mammography and ultrasound, radiologic findings vary depending on the components contained in the lesion. On mammography, they are usually visualized as well-defined, lobular-contoured masses. On US, they are seen as a mass with cystic components showing complex internal echogenicity. On MRI, they appear iso-hypointense compared to glandular tissue on T1-weighted, and hyperintense depending on the mucoid content and necrotic component on T2-weighted images (8).
Histopathologically they are within the group of triple negative tumors. They stain negative for HER2 and hormone receptors (ER, PR), and cerbB2 oncogene expression is low (9, 10) . The p63 gene that plays a significant role in epithelial proliferation and differentiation was reported to be significantly high in metaplastic breast carcinomas. αB -crystalline known as the heat-shock protein was also suggested as a marker for metaplastic breast carcinomas. The high expression of this protein in the tumor tissue indicates a poor prognosis (11) .
Although it is reported that modified radical mastectomy and breastconserving therapy both result in identical results in appropriate cases, there is an inclination for performing modified radical mastectomy due to the large tumor size and the high rate of local recurrence. The 5-year survival rate is 40%, and local recurrence rate is reported to be 35-62% in the first 2-5 years (12) . For adjuvant treatment, anthracycline containing chemotherapy regimens are considered to be more effective (13) . Radiotherapy has an important role in adjuvant treatment. MBC spreads by lymphatic and hematogenous routes. Hematogenous spread is more frequent especially in the sarcomatoid spectrum dominant types. In various retrospective studies, tumor size is reported to be a more important prognostic criterion than lymph node involvement, and that the type of metaplasia is not correlated with prognosis. In conclusion, this is a rare type of tumor and in accordance with the literature, our patient presented with rapid growth and a large tumor size. They usually present with larger tumor size, less lymph node involvement, higher histologic grade and less hormone receptor positivity as compared to invasive ductal carcinoma. Sanguinetti et al. (14) indicated that tumor size has a major effect on the outcome. Its treatment should be more aggressive than invasive ductal carcinoma because of the higher rates of local recurrence and metastasis (15) . The 5-year survival rate is 40%, and the prognosis is dismal.
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